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ARIZONA DEPARTMENT OF ECONOMIC SECURITY 2a. PROVIDER  NPI  NUMBER:_________________________
DIVISION OF DEVELOPMENTAL DISABILITIES
UNIFORM BILLING DOCUMENT (Short Form) (rev April 2007) 3. PROVIDER OF SERVICE AHCCCS ID# (THERAPIES ONLY): ___________________         PAGE _______ OF _______

1. PROVIDER NAME: 4. MONTH/YEAR OF SERVICE: 6. CONTRACT #:
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25. TOTAL:
26. I certify that the information contained in this billing document is true and correct and has been prepared in accordance with the terms of the contract.

27. $
PREPARER'S SIGNATURE & DATE PREPARER'S NAME & TELEPHONE NUMBER             TOTAL BILLING AMOUNT SUBMITTED UNDER THIS INVOIC

PROVIDER'S SIGNATURE & DATE PROVIDER'S NAME & TELEPHONE NUMBER

CLAIM #: CLAIM #: CLAIM #:
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